Eicken's1 operation one had to get the lachrymal sac through the antrum. Probably Dr. McKenzie did West's operation. In this the speaker's difficulty had been to keep the opening patent, as in nearly all artifical openings there was a tendency to stenosis later. What had deterred him, however, latterly from proceeding with this operation in some cases was that he saw a case reported where the person had some difficulty in blowing the nose, for when he attempted it he blew air through the lachrymal sac and duct and he had to hold pressure on the corner of his eye to prevent it. In one case where there was a good deal of disease round the sac and in the ethmoid cells he had removed the sac; and in that and another case the result was excellent. Beyond a little watering when exposed to a cold wind, there was practically no discomfort resulting. A colleague had done Toti's operation of establishing a communication with the interior of the nose by stitching the mucous membrane of the sac to the nasal mucosa six times, three of which had been successful, but there also the difficulty was to keep the opening patent.
Mary's Hospital for the operation of decompression of pituitary region. She was of massive build and presented marked external signs of acromegaly in skull, face, limbs, &c. The skiagram showed great enlargement and flattening of the pituitary fossa with double outline. There was bitemporal hemianopsia. She suffered from drowsiness and marked mental hebetude. A large goitre was present.
A portion of the floor of the pituitary fossa was perforated with a mastoid hand burr of medium size after the sphenoidal sinuses had been opened (and their septum removed) through a tunnel made by submucous resection of the nasal septum; a Killian incision only was employed and I Dr. McKenzie had misnamed the operation in the original notes. made on the right side of the septum. On withdrawal of the burr after it had sunk into the fossa mainly through the roof of the larger right sphenoidal sinus there was a very free flow of venous blood, which was stopped by plugging with gauze dipped in adrenalin solution. On removing the plug a few minutes later the oozing was slight and soon almost stopped. A large fresh marine sponge was inserted in the nasopharynx, but the sphenoidal sinuses were not plugged, as it was decided after consultation with Dr. Williams and Mr. Graham that even continuous oozing was preferable to damming up blood in the cranial cavity and so increasing intracranial pressure. A severe hamorrhage, unfortunately, occurred two hours later, and the loss was so great that the sphenoidal sinus was lightly plugged with gauze soaked in peroxide of hydrogen. As a good deal of heemorrhage came on again later, and the pulse was bad, firmer plugging was resorted to and bleeding arrested, but the patient's condition became gradually worse with marked collapse and syncope, evidently the result of increased intracranial pressure, and she died eight hours after operation.
Post-mortem: The convolutions on the vertex were flattened and the pituitary fossa was found to be of enormous size, filled with a soft, apparently malignant growth into which hsemorrhage had taken place; the tumour, after emerging from the large ring in the dura mater, expanded to the size of a Victoria plum and merged in the base of the brain; its thin capsule was bulged anteriorly and to the right by a large haematoma. There was no blood anywhere in the subdural or subarachnoid spaces, but there was an excess of cerebrospinal fluid. The unperforated part of the floor of the sella was bare and eroded, and showed no trace of dura mater. The right cavernous sinus was apparently intact, but the operation hole was close to it and possibly a rotten vein leading from it to the opposite sinus was opened by the burr, or the bleeding may have been from the tumour itself.
The case was, as it turned out, quite unsuitable for operative interference, and well illustrates the dilemma with which one is confronted when severe bleeding ensues in pituitary fossa operations.
[The diagrams and table of operative methods previously exhibited at the discussion on Pituitary Disease held at the combined meeting of the Sections of Neurology and Ophthalmology on March 5 and 12 (the report will be published in the next number of the Proceedings) were also shown].
DISCUSSION.
Dr. W. HILL added that in this case there was no protecting dura mater present, and that probably explained the tremendous heemorrhage when the burr perforated the sellar floor. His view was that the purely endo-nasal Killian-Hirsch operation was not always the best. There was in the woman he was speaking of a condition specially favourable for that operation, however, in that she was an acromegalic and her anterior nares were very large, and there was no absolute necessity to resort to Mr. Graham's auxiliary incisions of either splitting the end of the nose or of slitting up one nostril. In an ordinary case, however, he would enlarge the anterior narial opening forwards and upwards, to get a wider proximal opening, as Mr. Graham had done in his second operation. If a general surgeon undertook a pituitary decompression it would be better for him to choose the Ollier or the v. Bruns operation of displacement of the external nose, because that would bring him an inch nearer to the floor of the pituitary fossa. For a rhinologist, however, there were no inherent difficulties connected with the Killian-Hirsch endo-nasal approach apart from hemorrhage in acromegalic subjects. With increased experience one would probably come to look upon it as a fairly easy operation, but a large tunnel must be made so that one could touch the sellar protrusion with the finger. One must not resect too near the roof of the sphenoidal sinus, as there would be danger of wounding the optic chiasma-the real bugbear of these operations. The cavernous sinuses could be avoided by keeping to the middle line, but one must take one's chance as regards finding large intersinus veins, a very vascular malignant tumour, and absence of dura mater, a combination encountered in this instance and in several other recorded cases which had succumbed to heemorrhage.
Mr. GRAHAM said he had been struck with the advantage of splitting the nose instead of working through the nostril. He advised the surgeon who contemplated the operation not to attempt it through the nostril unless he first split the vestibule. And that splitting should be started by the median incision. Another disadvantage of the Hirsch operation was that the columella was there the whole time, and that caused a deviation of the instrument from the middle line. His incision to the tip of the nose only could be enlarged upwards if necessary, and then one would be brought almost as close to the tumour as by any other method. He had used peroxide of hydrogen for a considerable time, but did not believe much in it. Pressure was, in his view, better; nothing for bleeding in the sella turcica excelled plugging with sterilized gauze straight on to the spot, as one would plug any bone cavity.
Mr. WAGGETT said the Section should feel indebted to Dr. Hill and Mr.
Graham for bringing forward their cases, which served to illustrate the fact that whereas the operative technique formed an interesting and tempting branch of nasal surgery, the general subject of pituitary disease was still in its infancy. At the present time it was not even known how much of the gland could be removed without producing infantilism. It was to be hoped that at the International Congress in August the literature would be brought up to date.
Mr. PIKE said that five years ago in Vienna he saw Professor Eiselsberg do an operation on such a case in a woman; Professor Tandler, the Professor of Anatomy, devised the operation first on the cadaver, and was present at the operation, as also was the radiographer. The head of the patient was lying over the end of the table, in the surgeon's lap, and he operated through the nose.
Mr. O'MALLEY said that when in Vienna he had seen Hirsch do one of his cases, and there were certain features of the technique which struck him at the time as being somewhat extraordinary. The operation was performed in the out-patient department of the ear clinic at the Allgemeine Krankenhaus, under local ancesthesia, and the patient sitting upright on a stool. The septal route indicated by Dr. William Hill in the diagrams shown that day was the one adopted. It was done with biting forceps; he did not see a chisel used. Soft adenomatous material was taken away, and the patient was sent back to the ward. Three weeks later the patient seemed to be doing well. There was not more haemorrhage than one saw in submucous resections.
Case of Pituitary Growth.
By C. I. GRAHAM, F.R.C.S. S. P., AGED 43, is under the care of Dr. Wilfred Harris for failing eyesight of six years' duration, giddiness and frontal headaches, dull and heavy in appearance, but answers quickly and intelligently; amenorrhoea thirteen years; none of the usual external signs of acromegaly. She is unable to read, write, or sew, and can only distinguish faces of persons close to her. Her field of vision, left eye for white, has definitely contracted since 1907, while the right eye is blind, except for large white objects in upper nasal field. The left pupil reacts well to light thrown in any direction; the right pupil reacts badly to light. She has right optic atrophy and left optic neuritis. There is ptosis of both eyes. On February 2, 1913, 8 oz. of glucose were administered by mouth; 42 oz. of urine were collected in the succeeding twenty-four hours, which showed no trace of sugar, the specific gravity being 1020. Skiagram shows enlargement of sella turcica with apparent erosion of dorsum sellae.
The exhibitor intends to perform a decompressive operation by the nasal route when the mouth is in a more healthy condition.
